P atient safety has long been a passion of mine. When reflecting on what to choose for my theme as AORN President this year, I chose safety to be the core message. My theme is "Harmonized Care: The Key to Safety," and I will speak to many aspects of safety throughout my year in office. As nurses, we recognize that patient safety is an essential component to quality nursing care. Our patients are asked to surrender full control to others and have faith in the clinical team's skills and attention to detail. It is that full trust our patients place in us that has to be top of mind in all that we do. As published by The Joint Commission, "a leader who is committed to prioritizing and making patient safety visible through every day actions is a critical part of creating a true culture of safety."
1
The perioperative setting is a high-risk environment and adverse patient outcomes include the potential for infection, hemorrhage, nerve injury, burns, wrong-site surgery, or death.
2 Perioperative patients are vulnerable to injury because of diminished or absent sensations of pain, the inability to act on those sensations, and the inability to communicate or make personal care decisions. These vulnerabilities increase patients' risks and require that health care providers value patient safety as the fundamental priority.
2 Our surgical teams comprise many different individuals in many different roles, but patient safety should be each individual's number-one priority.
Likewise, AORN upholds safety as its fundamental priority, as reflected in the mission: As outlined in AORN's Position Statement on Patient Safety, AORN demonstrates its commitment to patient safety by "promoting excellence in perioperative nursing practice and advancing the profession through scholarly inquiry to identify, verify, and expand evidence-based perioperative knowledge." 4 AORN's mission and this position statement emphasize our first duty: to keep our patients safe from harm (Sidebar 1). As nurses, our goal is to keep our patients safe at all times by applying the knowledge and the skills that we have worked so hard to learn.
HARMONIZING CARE
Harmonized care is the key to patient safety. When the team works well together and cooperates with all known safety protocols, the outcome for the patient is more likely to be a positive one. We all know our best days are when we have the "A" team in our room, and we can work in harmony throughout the day because we all know and can perform our jobs well. This, of course, includes our partners in care and the surgeons and anesthesia team members. Both groups can bring to the table an enhanced level of safety by following the safety checklist and participating in the briefing, time out, and debriefing. When health care teams work well together, threats and errors can be recognized, prioritized, and managed before a possible adverse outcome becomes a reality. Completing steps like double checking patient identifiers, using the surgical safety checklist, and completing site verification ensure that the "holes in the Swiss cheese" do not line up and our patients are safely delivered back to those whom they love. 2 The perioperative RN establishes a professional bond with the patient through patient advocacy. The patientnurse bond is further strengthened through nursing interventions that promote optimal outcomes. The patient's physical and emotional needs are entrusted to the perioperative RN by the patient and his or her designated support person(s), who also expect that the care provided will be safely and effectively delivered by the entire health care team. 2 Surgical site marking, patient verification, and the surgical safety checklist all help to ensure safety in the OR.
Time is another consideration when discussing safety. Time is often not our friend. We work as quickly as we can but we need time for safety checks and to conduct counts. There is an inherent tipping point between efficiency and safety. If we work too quickly, the omission of a safety check is more likely. Going too slowly allows for distractions and idle conversation that can also lead to safety omissions. It is the optimization of this time to go at just the "right" speed for safety that is important.
Reflection on performance is necessary and has been formalized as a root cause analysis, which is a formal way to assess performance and factors that contributed to a less-than-favorable outcome. Root cause analysis reveals opportunities for improvement that lead to enhanced performance in the future.
CONCLUSION
As I assume the role of your President, I want to help us remember that the safety of our patients is our most important mission and where we should focus our efforts. We have to perform at a five-star level of patient care every day, so when there are times that our patients' prognoses change or the bleeding just does not stop, we can still help ensure their safety. Years of experience have taught me that we increase the likelihood of success if we surround ourselves with other experts and work in harmony with them. Together, it is easy to achieve more. We want to be surrounded by top performers and move at just the right speed to ensure that our knowledge and skills are used to the best of our abilities for each and every patient. By working in harmony with our colleagues, we help to ensure our patients receive the best care possible. Help me reenergize all perioperative nurses by reminding everyone on the perioperative team that safety is who we are and what we do. 
